Marital status have been found as an independent prognostic factor for survival and spousal support could provide a survival advantage in various cancer types. However, the specific effect of marital status on survival in hepatocellular carcinoma (HCC) has not been explored in detail. In this study, we used the Surveillance, Epidemiology and End Results program to identify iagnosed with HCC between 1988 and 2007. Kaplan-Meier methods and multivariable Cox regression models were used to analyze long-term cancer-specific survival (CSS) outcomes and risk factors stratified by marital status. There were significant differences among these different marital status subgroups with regard to 5-year CSS rates (P < 0.001). Married HCC patients had a better 5 year CSS rate than those unmarried patients, and widowed patients were more likely to die of their cancer. A stratified analysis showed that widowed patients always had the lowest CSS rate across different cancer stage, age and gender subgroups. Even after adjusting for known confounders, unmarried patients were at greater risk of cancer-specific mortality. Social support aimed at this population could improve the likelihood of achieving cure.
It has been shown that married individuals have longer overall and cancer-specific survival (CSS) than those people who are single, widowed or divorced 1, 2 . People who are married receive better social support, which subsequently promote health and survival 3 . Spouses can not only provide basic emotional support, but also facilitate the patients to receive more critical health care services 4 . Aizer et al. used the Surveillance, Epidemiology and End Results (SEER) database to study nearly 1 million contemporary cancer patients in the United States and found that unmarried patients, compared with married patients, are at higher risk of presentation with metastatic cancer, under-treatment, and death resulting from their corresponding cancer 5 . Thus, marital status is considered as an independent prognostic factor of survival in many cancers [5] [6] [7] [8] . Prior investigations have also demonstrated that marital status plays a mixed or nonsignificant effect on disease-specific survival [9] [10] [11] . However, the role of marital status in affecting survival of patients with hepatocellular carcinoma (HCC) has not yet been assessed.
Liver cancer (LC) ranks the fifth most common malignancy and the third leading cause of cancer-related deaths globally 12 . HCC is the most common type of LC accounting for approximately 80 percent of all liver cancers 13 . We noticed that most studies only compare prognosis between married and unmarried individuals, and those separated, divorced and widowed patients were ignored without differentiating 5 . Given that 51 percent of Americans are married and HCC is one of the most common malignancies, targeted social support interventions could significantly prolong survival 5, 14 . In this study, we searched the SEER population-based database of individuals diagnosed between 1988 and 2007 to evaluate discrepancies in survival trends among different marital status. Our primary objectives were to make generalizable conclusions regarding the survival discrepancies that might exist in these groups. 18 and 85 years at diagnosis were included. Patients were excluded if they had incomplete staging, distant metastasis (M1), no evaluation of histological type, or follow-up. Age, sex, race, histologic type, stage, tumor grade, tumor size, and cancer-specific survival (CSS) rates were assessed. Adjuvant chemotherapy was not evaluated because the SEER registry does not include this information. The primary end point of the study is 5-year CSS rate, which was calculated from the date of diagnosis to the date of cancer-specific death. Cancer-specific deaths were treated as events, and deaths from other causes were treated as censored observations. The median follow-up period of patients was calculated from the date of diagnosis to the date of cancer-specific death. Marital status is coded as married, divorced, widowed, separated, and never married. Individuals in the separated and divorced group were clustered together as the divorced/separated group in this study.
This study was based on public data from the SEER database; we obtained permission to access research data files with the reference number 10504-Nov 2014. The data did not include the use of human subjects or personal identifying information. Thus, no informed consent was required for this part of the study.
Statistical Analyses. Categorical variables were presented as frequency (%), and continuous variables were presented as median (interquartile range) or mean ± SD. The association between marital status categories and clinicopathological parameters was assessed using the chi-square (χ 2) test. Continuous variables were compared using the Student t test. Survival curves were generated using the Kaplan-Meier method; differences between the curves were analyzed by using the log-rank test. Multivariable Cox proportional hazards regression models were used to assess potential risk factors for survival outcomes. All statistical analyses were performed using the 
Results
Patient Characteristics. We identified 8621 eligible patients with HCC in the SEER database during the 20-year study period (between 1988 and 2007). A total of 6341 (73.6%) were men, and 2280 (26.4%) were women. Of these, 5457 (63.5%) were married, 1399 (16.2%) had never married, 940 (10.9%) were divorced/separated, and 825 (9.6%) were widowed. Patients who were widowed were less likely to be younger than 45 (0.5%), have less < 3 cm tumor (8.5%) (P < 0.001). The rate of surgery performed was comparable between the married and widowed groups (84.4% vs 83.9%). Married patients were also less likely to present with advanced tumor and stage than widowed patients (P < 0.001). Patient demographics and pathologic features are summarized in Table 1 .
Clinicopathological Differences Between the Groups. As illustrated in Table 1 , there were significant differences observed between the 4 groups, including the calendar years of diagnosis (more frequent in 2002-2007, 67.9%; P < 0.001), sex (more frequent in men, 73.6%; P < 0.001), age (more frequent in 45-60 and 61-75 years, 78.9%; P < 0.001), race (more frequent in Caucasian, 63.7%; P < 0.001), pathologic grade (less poor/ undifferentiated in grade, 10.0%; P < 0.001), stage (more localized, 42.7%; P < 0.001), and tumor size (more > 5 cm, 34.0%; P < 0.001).
Impact of Marital Status on Survival Outcomes.
The univariate log-rank test showed that the 3-year and 5-year CSS were 44.5% and 36.9% in the married group, 40.6% and 33.4% in the never married group, 40.2% and 33.5% in the divorced/separated group, 20.2% and 21.8% in the widowed group, respectively (P < 0.001) (Fig. 1) . Moreover, an early year of diagnosis (1988) (1989) (1990) (1991) (1992) (1993) (1994) , men, age more than 75 years, African American race, poor/undifferentiated tumor grade, higher stage, and larger tumor size (P < 0.001) were regarded as significant risk factors by univariate analysis (Table 2 ). Multivariate analysis with Cox regression was performed, and the following 7 factors were found to be independent prognostic factors ( 
Stratified Analysis of Marital Status Effect on CSS Rates.
We then further analyzed the effect of marital status on CSS rates in each stage (Fig. 2) . Both univariate and multivariate analysis showed that marital status was an independent prognostic factor in each tumor stage (P < 0.001). In addition to this, we also observed two interesting findings. First, the widowed group, compared with the other groups, always had the lowest CSS rate in the localized and regional stage. Widowed patients had 19.4% reduction in 5-year CSS compared with married patients in the localized stage (49.2% versus 29.8%, P < 0.001), 13.2% reduction in the regional stage (21.5% versus 8.3%, P < 0.001), 4.2% reduction in the distant stage (6.1% versus 1.9%, P = 0.166). Second, the divorced/separated group also had decreased 5-year CSS across several subgroups compared with patients in the never married group (Table 4) . Furthermore, we made further stratified analysis of survival rates and hazard by gender and age (Figs 3 and 4 ). Unmarried patients always had the lowest CSS rate, which were consistent with aboved results (Table 5 and 6 ). 
Discussion
Despite the impact of marriage on cancer survival has been performed in some studies [15] [16] [17] , no research has been focused on the heterogeneity of unmarried patients in HCC or performed on stage by stage comparisons of the impact of marital status on survival. Our study showed that unmarried patients, including the widowed ones, are at significantly greater risk of death resulting from their cancer when compared with married patients. This survival discrepancy existed in each stage, age and gender. In addition, after adjusting for sex, pathological grading, stage, etc., marital status remained to serve as an independent prognostic predictor. Meanwhile, we also obeserved that more cancer cases were diagnosed in later years (more frequent in 2002-2007) which could be atrributed to the inclusion of more cancer registries in the SEER database over the years.
Being married has been shown to possess a survival disadvantage for patients with many types of cancers 18, 19 . Delayed diagnosis and under-treatment are the mainly reported reasons of poor survival in unmarried patients 5, 20 . In our study, we found that the percentage of patients with HCC in the widowed group (63.2%) was the highest in the localized stage compare with married (60.7%), never married (57.2%), and divorced/separated group (62.2%). Apparently, delayed diagnosis could not explain the result because the widowed group had the highest percentage. Another reason can be explain the unfavorable prognosis of unmarried individuals was under-treatment. However, surgery, rather than adjunctive therapy, is recommended for those resectable HCC patients. Interestingly, we found that the widowed patients, compared with those in the married group, still had a disadvantage of 19.4% in the localized stage, 13.2% in the regional stage and 4.2% in the distant stage regarding the 5-year CSS. Unmarried patients were at an increased risk of cancer mortality in contrast to married patients with different gender and age subgroups after adjusted for confounding factors. When comparing with married patients, widowed patients always had the worse CSS in all subgroups. Besides, no significantly difference of surgical resection rates was observed between the married and widowed groups. Thus, the hypothesis of under-treatment could not be supported by these findings.
Married patients have better adherence with prescribed treatments than unmarried patients. Delayed radiation treatments in head/neck cancer patients due to impaired adherence can result in increased rates of recurrence and poorer survival 21 . Similar results are also observed in other cancers 22, 23 . Support systems, ranging from financial to emotional, are always lacking in unmarried patients. Spouses can provide adequate financial support to cover the costs of cancer treatment. Contrarily, unmarried patients might be reluctant to receive the treatment they needed due to economic reasons. Other than financial support, patients also have an emotion pillar to lean on provided by spouses during some of the more difficult times of their lives. Schlegel et al, also demonstrated that single patients had higher rates of depression 24 . Psychologically, unmarried patients display more stress and depression when they are diagnosed with cancer, which can alter immune function and result in tumor progression 25, 26 . DiMatteo et al. reported that married patients displayed lower risk of depression 27 . Moreover, Goodwin et al. found that women with depression were at greater risk for undergoing non-definitive treatment and display worse survival after a diagnosis of breast cancer 28 . A perceived lack of social support was associated with higher cortisol levels in patients with cancer, and chronic stress might promote cortisol secretion 29, 30 . Lower natural-killer cell count and survival was also observed in those patients whom lack of social support 31 . Increased cortisol levels may downregulate the cortisol receptors, thus reduce anti-inflammatory response and promote inflammation 32 . In addition, a five year observational cohort study demonstrated that depression and anxiety were correlated with breast cancer recurrence 33 . Stress mediators produced in chronic stress could result in tumor metastasis through activation of specific signaling pathways and the tumor microenvironment 25 . Although this study is based on a large population and partly answer the questions about marital status and prognosis in HCC, potential limitations should also be considered. First, the SEER database only collects the marital status at diagnosis, which could serve as a time dependent variable and may be changed after diagnosis. The changed marital status could also affect survival. Second, the information on smoking and alcohol use may not be available in SEER, and some studies have reported that unmarried patients may be at greater risk of such habits 34 . Furthermore, the SEER database also lacks important information regarding therapy options, income/ insurance status, education and quality of marriage, which could not be adjusted by our analyses. Importantly, due to the retrospective nature, psychological tests could not be used to validate our hypothesis that psychosocial factors may be the main reasons for poor survival in unmarried patients.
Despite these limitations, our study indicates that unmarried patients are at greater risk of delayed diagnosis and cancer-specific mortality. Our study also reveals that unmarried patients groups form essentially a heterogeneous group, and widowed patients are always at the highest risk of mortality. Physicians caring for unmarried patients with HCC, especially in widowed ones, should realize the poorer outcomes in this population. It raises the possibility that investments in targeted social support services and interventions aimed at this population could significantly improve the likelihood of achieving cure. 
